INTRODUCTION
Eating disorders have been classified under psychiatric disorders and, are on the DSM-IV of diseases (Diagnostic and Statistical Manual of Mental Disorders) [1] . They represent unhealthy habits in nutrition and/or behaviour in feeding and maintaining body weight. Anorexia nervosa (AN) and bulimia nervosa (BN) are two best known eating disorders, which make a significant source of psychiatric morbidity and are an important social medical and economic problem, as well as urgent general health problem of the modern world [1, 2, 3] .
The main characteristic of these diseases is changed behaviour in nutrition, either as an intentional restriction of food, i.e. extreme dieting or overeating, i.e. binge eating. Extreme dieting, skipping meals, self-induced vomiting, excessive exercise, and misuse of laxatives and diuretics for the purpose of maintaining or reducing body weight are the forms of compensatory behaviour.
Eating behaviour in persons with anorexia is very different. It involves the restriction of energetic input, but even 39% maintain a satisfactory quality of food selection, i.e. the nutritive input value. Among 61% of those whose nutrition is energetically and qualitatively unsatisfactory, there is the presence of a great number of different unhealthy habits, so that nutritive rehabilitation is necessary. The behaviour of persons with bulimia is characterised by "binges"i.e. overeating several times a week, which the patient cannot control, while there is a strong fear of gaining weight, so that the person tries to do everything to maintain the desired weight.
Because of the multifactoral nature of these illnesses, as well as co-morbidity with other psychiatric disorders, a detailed psychiatric observation is recommended in order to obtain an adequate strategic treatment. Early recognition of the disease and its treatment bring the best results [1] [2] [3] [4] .
OBjECTIvE
The aim of this study was to determine the presence of various inappropriate compensatory behaviours among eating disordered patients compared to healthy persons.
METHODS
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Methods
The excluding criteria were: age younger than 16 and older than 29, existence of any other primary illness (diabetes, cardiovascular, renal, liver, etc. diseases) considering that nature and manner of treatment could significantly influence changes of the usual behaviour and the way of nutrition; and examinees who did not fill the questionnaires in full.
The control group consisted of 70 girls aged 23.1±3.0 on average, students of the High Medical School in Belgrade and students of School of Medicine, University of Belgrade, who denied having any type of eating disorder or who never asked for help from psychologists or psychiatrists.
Examination protocol
The examination protocol included: illness history data, a "24-hour Recall Questionnaire" and the "Eating Disorder Diagnostic Scale", nutritional status assessment, data analysis and statistical processing.
The illness history data were obtained by a standard anamnestic questionnaire, in a direct contact with examinees. The retrospective method "24-hour Recall Questionnaire" was used for the assessment of nutritional intake, which was based on the memories of the examined person on the amount, type and manner of preparing food, consumed in the previous 24 hours [9] . The second instrument was the "Eating Disorder Diagnostic Scale", a most widely used instrument in the diagnosis of eating disorders, which is applied in the assessment of symptoms, behaviour and eating disorder psychopathology [1, 10, 11] .
The nutritional status was defined by anthropometric examination according to the WHO recommendations. Measures taken from all participants were: body height (BH) in centimetres measured in the morning, only wearing underwear, by using an anthropometry; a body weighing scale (BW) in kilograms that measured using the medical decimal scale with a movable weighing scale (precision ±100 g). Based on these parameters the body mass index (BMI) was calculated [12] .
The data analysis was performed by the SPSS program, version 17. The chi-square (χ 2 ) test, Pearson's correlation test and analysis of variance (ANOVA) were used. P values were determined by the Student's t-test, where p<0.001 indicated the presence of a highly statistically significant differences, p values <0.05 indicated the presence of statistically significant differences, and p values >0.05 indicated that there was no statistically significant difference.
RESULTS
AN and BN patients differed in BW (t=4.0; p<0,001) and BMI (t=4.5; p<0.001). The AN patients differed from the control group in BH (t=4.2; p<0.001), BW (t=6.7; p<0.001) and BMI (t=5.5; p<0.001); the greatest difference was found in BW which was lower among the AN patients by ∆=14.4 kg. The BN patients differed from the control group by BH (t=2.8; p<0.05) and BW (t=2,2; p<0.05), but not by BMI (t=1.4; p>0.05), (Table 1) .
According to the "24 hour Recall Questionnaire", a high statistically significant difference was found in the total daily caloric intake between AN and BN patients (F=42.3; p<0.001), with average daily intake significantly higher among the BN patients (∆=2314.7 kcal/day). The AN patients consumed on average ∆=558.5 less calories per day compared to the control group (F=34.5; p<0.001). The BN patients consumed on average ∆=1756.2 more calories per day compared to the control group (F= 69.7; p<0.001), (Table 2) .
A high statistically significant difference existed in the presence of all compensatory behaviours between the patients in the experimental group and the control group, regarding vomiting (χ In the AN subgroup, the most frequent form of compensatory behaviour was excessive exercising done by 75.0% of patients, usually once to three times a week. The next most common compensatory behaviour was extreme dieting which occurred in 70% of AN patients, usually once to three times a week (Table 3) .
Among the BN patients, the most frequent forms of compensatory behaviour were vomiting (80%) and misuse of laxatives and diuretics (66.7%) most frequently used once to three times a week. The analysis of the frequency of compensatory behaviours during a week showed that all compensatory behaviours emerged usually once to three times a week notwithstanding the diagnosis (Table 3) .
There was no a statistically significant difference among AN and BN patients in the prevalence of associated forms of compensatory behaviour (χ 2 =1.0; p>0.05). Sixty-five percent of AN patients and 73.3 % of BN patients stated using at least two to maximum four different associated forms of compensatory behaviour (Table 4) .
The majority (55%) of AN patients engaged in excessive exercise and extreme dieting as two most frequent forms of compensatory behaviour, which usually occurred once to three times a week. The majority (60%) of BN patients reported 3-4 different associated inappropriate compensatory behaviours, usually self-induced vomiting, misuse of laxatives and diuretics and extreme dieting (Tables 3 and 4) . The Pearson's correlation test showed that in our sample there was not a statistically significant linear correlation between BMI and the frequency of any form of compensatory behaviour. There was no correlation between vomiting and BMI (r=0.7; p>0.05), between misuse of laxatives and diuretics and BMI (r=0.4; p>0.05), between extreme dieting and BMI (r=0.5; p>0.05), and between excessive exercise and BMI (r=0.8; p>0.05).
DISCUSSION
Numerous investigations have shown that AN patients obtain considerably less calories daily compared to the healthy persons in the control group [1, 13, 14, 15] . This kind of energetic deficiency is caused by the fear of gaining weight, which is the basic characteristic of this disease. The results of the present study showed that AN patients had an average daily intake of 1081.5 kcal, i.e. 558.5 kcal less than the persons in the control group, which corresponded to the results of other investigators [14] .
Beside lower caloric intake, AN patients often state the occurrence of many other compensatory behaviours in order to maintain or reduce weight. Our study showed that extreme dieting with or without excessive exercise was the dominant type of compensatory behaviour, though 30% of patients stated misuse of laxatives and diuretics and 25% the use of all examined compensatory behaviours.
Such a result confirms the claim of other investigators who noticed that 8% to 62% patients primarily diagnosed with AN obtained bulimic symptoms in the first 5 years of illness [15] .
International references quote the misuse of laxatives in about 30-50% of patients with eating disorders regardless of the type of disease [16, 17] which was confirmed in the present sample as well.
Bulimia is associated with chaotic behaviour in nutrition and the most evident behaviour is binge eating. According to the DSM-IV diagnostic criteria for BN, binges followed by compensatory behaviour which occurs on average minimally twice a week over the last three months [1, 3, 4] . They are characterized by the loss of control which is followed by anxiety and great quantities of food consumption [1] [2] [3] [4] 18] . Bulimia patients consumed more calories daily i.e. during a binge in comparison to the persons in the control group. The measure of binges differs from extremely small, a few hundred calories to several thousand calories. According to the American Psychiatric Association it is considered that the average binge consists of about 1500 kcal responding to the quantity of two meals [1] , while the binges followed by the loss of control and high disinhibition can be much higher, approximately 3400-4800 calories per episode, which is shown in the present sample as well [1, 19, 20] .
The bulimia patients had the average daily intake in considerably more calories than the persons in the control group (∆= 1756.2 kcal /daily). Sixty percent of BN patients had a daily intake of more than 3000 kcal and most of them (80%) stated vomiting as the most frequent form of compensatory behaviour after binges. Vomiting usually occurred once to three times a week, though 46.7% vomited more often and 20% vomited twice a day. BN patients often show a variety of much different associated bizarre behaviour for the purpose of reducing or maintaining weight. The combination of two or more compensatory behaviours, observed in our sample too, is the characteristic of severe forms of this disease, associated with serious psychopathological comorbidities when psychiatric treatment is necessary [1, 3, 4, 21, 22, 23] .
CONCLUSION
In our study the eating disordered patients showed a significantly higher incidence of all examined forms of compensatory behaviour in comparison with the control group. This report confirms the presence of specific symptomatology of anorexia and bulimia patients.
